INTRODUCTION {#sec1-1}
============

Ranula is a retention cyst filled with mucous, occurring as a result of the blockage of the sublingual salivary gland or unnamed glands in the oral cavity. Plunging ranulas are associated with or without oral swelling, can burrow into the submandibular, submental, retropharyngeal spaces, lateral aspect of the neck and upper mediastinum which may pose potential airway obstruction,\[[@ref1]\] leading to difficulty in airway management.

CASE REPORT {#sec1-2}
===========

This was a case report of a 20-year-old male patient, with weighing 56 kg, was admitted to our hospital with a painless huge, tense swelling of around 12 cm × 10 cm size in the floor of the mouth. The mass was gradually increasing in size and extending to the submental and submandibular region occupying the upper anterior part of the neck \[[Figure 1](#F1){ref-type="fig"}\]. He had a history of discomfort while eating and difficulty in deglutition, speech and sleep for 6 months. The intraoral part of the mass was extending more toward the left, deviating the tongue toward right and making the uvula and soft palate invisible thus graded as Mallampati IV \[[Figure 2](#F2){ref-type="fig"}\].

![External view of ranula](AER-8-114-g001){#F1}

![Intraoral view](AER-8-114-g002){#F2}

The general and systemic examinations revealed no abnormality. On evaluation of airway, the mouth opening was three fingers, thyromental distance could not be assessed due to the position of the swelling, Mallampati was graded IV\[[@ref2]\] and there was slight restriction of neck movement. Nasal patency was checked using cotton wisp.\[[@ref3]\]

Routine investigations were within normal limit including bleeding time and coagulation time. Indirect laryngoscopy, done by ear, nose and throat surgeon, was found to be normal. Lateral X-ray neck showed soft-tissue shadow at upper part of the neck and computed tomography scan of the neck showed a cystic lesion with septae not involving any part of trachea or larynx \[[Figure 3](#F3){ref-type="fig"}\]. Excision of ranula was planned under general anesthesia after awake nasal intubation as the first line of airway management and retrograde intubation was thought as the second line of management, keeping tracheostomy as back up.

![Computed tomography scan of ranula](AER-8-114-g003){#F3}

Patient was explained and reassured about the technique of anesthesia. He was kept fasting for overnight. Premedication was given with glycopyrrolate, ranitidine and ondansetron after intravenous cannulation in the operating room.

Patient was supine in sniffing position and standard American Society of Anesthesiologists monitors were attached. Transmucosal topical anesthesia of nasal passages was performed by gentle insertion of two cotton tipped applicator sticks soaked in lidocaine-phenylephrine mixture (4% lidocaine and 1% phenylephrine) into each nostril.\[[@ref4]\] Patient was nebulized with 5 ml of 4% lidocaine solution and bilateral superior laryngeal nerves were blocked with 3 ml 1% lidocaine. Finally, the trachea was topically anesthetized by instilling 3 ml 4% lidocaine by cricothyroid puncture.\[[@ref5]\] A 6.5 mm well lubricated poly vinyl chloride cuffed endotracheal tube (ETT) was introduced gently through nasal route into the trachea hearing patient\'s breath sound, fixed after confirming the position by capnography and chest auscultation \[[Figure 4](#F4){ref-type="fig"}\]. General anesthesia was maintained with propofol, tramadol, atracurium and sevoflurane. Surgeon proceeded with surgery uneventfully. Mass was resected through cervical approach. Trachea was successfully extubated and post-operative period was uneventful.

![After nasal intubation](AER-8-114-g004){#F4}

DISCUSSION {#sec1-3}
==========

The art of blind oral and nasal intubation is gradually losing its importance, though it is safe alternative technique to tackle difficult airway. The availability of versatile and highly innovative equipments, make the most difficult airway situation easily approachable. Unfortunately, these sophisticated equipments may not be available in all institutions. Nasotracheal route is chosen when oral route is not accessible due either to limited mouth opening, difficulty in ventilation through face mask or would impede surgical access. Despite the fiberoptic bronchoscope is available in our institute, during those days it was not working properly and we had to plan either blind nasal intubation or awake retrograde intubation.

Blind nasal intubation was used in patients breathing spontaneously under deep inhaled anesthesia, but it can be performed smoothly in awake patients under topical anesthesia, as well.

We chose awake blind nasal intubation in our study, the advantages of which was shown by Moustafa *et al*. in their study comparing fiberoptic and blind nasotracheal intubation in awake surgical patient. They found no significant difference between groups with a success rate of 80% in blind nasal and 73.3% in fiberoptic intubation and concluded that awake blind nasal intubation could be an alternative safe method for anticipated difficult airway.\[[@ref6]\] It might also be an alternate technique where fiberoptic is not available or failed to pass through glottis due to blood or massive secretion. Blind nasal intubation is a technique learned only by practice and nothing but psychomotor skill with low complication rate.\[[@ref7][@ref8]\]

In another study, Danzl and Thomas reported a success rate of 92% in emergency room requiring nasal intubation. However, there are certain difficulties which may be encountered during blind intubation like impregnation of ETT in the sulcus between the base of the tongue and epiglottis or on the anterior commissure of the glottic opening.\[[@ref8]\]

Time taken for blind nasal intubation was 32.4 s with single attempt in our study. However, the mean time taken for blind nasal intubation as shown by Van Elstraete *et al*. was less (20.8 ± 23 s vs. 60.1 ± 56 s) in comparison to fiberoptic nasal intubation.\[[@ref9]\] Saha *et al*. in their study also reported time duration of 81 ± 63 s for fiberoptic nasal intubation with mean attempts of 1.06 ± 0.08 in awake patients with cervical spine disease.\[[@ref10]\]

Complications associated with nasotracheal intubation are nosebleeds resulting from trauma to nasal or pharyngeal mucosa caused by rigid tip or sharp edged Murphey eye of ETT or trauma to the turbinates. To reduce the risk of trauma we used vasoconstrictor and also identified the patency of the nostrils. Enk *et al*. also dilated the identified nostril by inserting a Wendl tube temporarily and found reduced incidence and severity of bleeding and decreased post-operative nasal pain.\[[@ref11]\]

Potdar *et al*. in a series of case reports on intraoral swelling showed that the tracheal intubation was facilitated by direct laryngoscopy by left molar approach after induction of general anaesthesia.\[[@ref12]\] We never took the risk of general anesthesia compromising the airway; rather awake nasotracheal intubation was planned and successfully accomplished as an alternative to fiberoptic nasal intubation.

Thus, it can be concluded that difficult airway situation can be well managed, even in the absence of advanced equipments like fiberoptic bronchoscope, with this technique of awake blind nasal intubation; thus substantiating the fact that this age-old technique is still valuable and all anesthesiologists should gain expertise in it so as to overcome situations of difficult airway.
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